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178Innovative pure non-exposed endoscopic full-thickness resection
using an endoscopic suturing devicere 1. A, The double-armed bar suturing system (DBSS; Zeon Medical Co., Tokyo, Japan). B, A 30-mm virtual tumor was created with the
technique. C, One stitch was made at the center of the ring-shaped trench by using the DBSS. D, Five full-thickness stitches with a 3-mm pitch.
ll-thickness resection using an IT knife 2 and an SB knife. F, Once the full-thickness resection was completed, the tumor was retrieved with net
ps (Roth net, BX00711050, US Endoscopy).Although endoscopic submucosal dissection (ESD) is
well established, cases with ulcer scars are challenging.
Although endoscopic full-thickness resection (EFTR) may
become a safe method for risky ESD, there are problems
such as cancer dissemination (Video 1, available online at
www.giejournal.org). To overcome these problems, we
developed non-exposed EFTR (Video 2, available online
at www.giejournal.org), in which we used a full-thickness
suturing device: the double-armed bar suturing system
(DBSS) (Zeon Medical Co., Tokyo, Japan) (Fig. 1A,
Video 3, available online at www.giejournal.org).This video can be viewed directly
from the GIE website or by using
the QR code and your mobile de-
vice. Download a free QR code
scanner by searching “QR Scanner”
in your mobile device’s app store.
GASTROINTESTINAL ENDOSCOPY Volume 84, No. 1 : 2016A 14-month-old female beagle underwent non-exposed
EFTR (Animal Laboratory Ethical No. 52). A 30-mm virtual
tumor was marked, and a ring-shaped trench reaching
the muscularis propria was created with an ESD technique
(Fig. 1B). A needle penetrated the center of the ring-
shaped trench by using the DBSS. With deﬂation, the nee-
dle penetrated the contralateral gastric mucosa. The liga-
ture was tightened, and the uplift was adjusted (Fig. 1C).
The muscle layer in the resection site was inverted. We
performed full-thickness suturing of the muscle layer and
serosa (Fig. 1D) (Video 4, available online at www.
giejournal.org). Video 5 shows the full-thickness resection
(Fig. 1E). An incision was made in the inverted full-
thickness sutured wall using an IT knife 2 (Olympus,
Tokyo, Japan) and an SB knife (Sumitomo Bakelite,
Tokyo, Japan) (Fig. 1F). Most notable about non-exposed
EFTR is the ability to perform full-thickness resection
without entering the free peritoneal cavity (Video 6,
available online at www.giejournal.org); however, DBSS
suturing was performed rather blindly, even when
punctured under EUS.www.giejournal.org
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http://dx.doi.org/10.1016/j.gie.2016.02.001Submucosal tunneling and en bloc endoscopic resection facilitates
laparoscopic transgastric removal of a large GI stromal tumor at the
esophagogastric junctione cardia and facilitates easy insertion of a laparoscopic stapling device viaEndoscopic resection of gastrointestinal stromal tumor
(GIST) of the esophagogastric junction (EGJ) can be per-
formed by submucosal tunneling and endoscopic resection
(STER). However, the maximal reported lesion size is 3.3
cm. En bloc resection is mandatory because of the malig-
nant potential of a GIST. Laparoscopic wedge resection
(LWR) at the EGJ is technically challenging, with a risk of
lumenal narrowing leading to dysphagia and injury of the
lower esophageal sphincter. STER of large EGJ lesionscan release the tumor from the EGJ and facilitate easy ac-
cess for transgastric LWR while avoiding the risks of LWR
techniques. A 74-year-old man with iron deﬁciency had a
6.6-cm GIST at the EGJ extending into the lesser curve. Us-
ing a triangle-tip knife to create a mucosal incision 5-cm
proximal to the EGJ and submucosal tunnel to the GIST,
we performed STER (Fig. 1 and Video 1, available online
at www.giejournal.org). The submucosal ﬁbers and
underlying muscle ﬁbers were dissected away, leaving
the tumor capsule intact. A gastrostomy was formed on
the anterior gastric wall laparoscopically. The GIST
was freed from the EGJ, and surgical staples were
easily placed at an appropriate angle to prevent
narrowing of the EGJ. The GIST was removed through
the gastrostomy. Combining STER with LWR offers a
minimally invasive, safe, and effective solution.Volume 84, No. 1 : 2016 GASTROINTESTINAL ENDOSCOPY 179
